WHAT THIS STUDY ADDS:
A social gradient was found in childhood mental health according to maternal education level and social class, but none was found in HRQoL, although children from disadvantaged social classes had somewhat lower HRQoL scores than their more advantaged counterparts. abstract OBJECTIVES: To assess mental health and health-related quality of life (HRQoL) of children and adolescents in Spain and to investigate the existence of a social gradient in mental health and HRQoL.
METHODS:
Within the Spanish National Health Survey (2006), the parents' version of the Strengths and Difficulties Questionnaire was administered to a population aged 4 to 15 years, and the parents' version of the modified KIDSCREEN-10 Index was given to a population aged 8 to 15 years. Sociodemographic data and information on family structure, socioeconomic status, health status, and discrimination were collected. Regression models were developed to analyze associations of socioeconomic status with mental health and HRQoL.
RESULTS: A total of 6414 children and adolescents aged 4 to 15 years participated. Mean Strengths and Difficulties Questionnaire score was 9.38 (SD, 5.84) and mean KIDSCREEN-10 Index score (n = 4446) was 85.21 (SD, 10.73). Children whose mothers had a primary school education (odds ratio [OR]: 1.37; 95% confidence interval [CI]: 1.29-1.46) or a secondary education (OR: 1.21; 95% CI: 1.14-1.29) presented poorer mental health than those whose mothers had a university degree. Children from disadvantaged social classes (IV-V) showed slightly poorer HRQoL scores (OR: 0.98; CI: 0.97-0.99) than the remaining children.
CONCLUSIONS:
There is a social gradient in the mental health of children and young adolescents in Spain. No social gradient was found for HRQoL, although children from families of disadvantaged social classes had slightly worse HRQoL scores than their counterparts from more advantaged classes. Pediatrics 2012;130:e528-e535
Mental health problems are prevalent in childhood and adolescence and represent a considerable burden of disease. They are an important health issue that affects young people' s relationships with family, in school, and with society in general and are associated with intensive use of health and social services. Mental health disorders affect 10% to 20% of the child and adolescent population.
1, 2 Moreover, more than half of the mental health problems in the general population arise in childhood, and there is a continuity between these conditions and those present in adult life. [3] [4] [5] Considerable effort has been made to standardize assessmentofmentalhealth in the general population of children and adolescents. [6] [7] [8] [9] [10] The factors associated with pediatric mental health problems include gender, age, psychiatric disease in the child' s parents, immigrant status, single-parent family, family difficulties, and lower family socioeconomic status (SES), among others. 1, [11] [12] [13] Most population studies on child and adolescent mental health have reported poorer mental health in children with a low family education level or social class. 11, [13] [14] [15] [16] Health-related quality of life (HRQoL) is an important health outcome measure that is being used increasingly in the infantile and juvenile age groups. Its interest lies in the capacity to reflect the multidimensionality of health in both general populations and diseasespecific populations. 17, 18 Use of HRQoL as an outcome measure of health status can be useful in daily clinical practice, in effectiveness studies, and as an indicator of the quality of care received. 19, 20 Furthermore, identification of individuals with poorer HRQoL enables early detection of health needs. In the pediatric age, at a time when chronic disease is less prevalent than later in life, systematic use of this measure in communitybased studies can enable recognition of neglected groups who may be disadvantaged from the perspective of health and social care. [21] [22] [23] [24] [25] Children from disadvantaged social groups generally achieve poorer scores regarding both mental health and HRQoL.
Social inequalities in child health refer to the health differences between populations of children defined according to their social condition, economic status, demography, or geography. Health inequities are determined socially and are unfair and modifiable differences. Recent interest in this line has focused on the concept of a social gradient in health; that is, the greater the social disadvantage, the poorer is health. Social gradients in child health have been described for a number of diseases. 26 In 2006, the Spanish National Health Interview Survey (ENSE, Encuesta Nacional de Salud de España) incorporated sections on mental health and HRQoL in the Children' s Questionnaire. The ojectives of this study are to determine the status of mental health and HRQoL in the Spanish infantile-juvenile population, to analyze the associated socioeconomic and psychosocial factors, and to specifically investigate the existence of a social gradient in mental health and HRQoL in this population.
METHODS

Sample Selection and Data Sources
The study information was obtained from the 2006 ENSE Children' s Questionnaire (0-15 years) and the Household Questionnaire. The ENSE is a nationally representative health interview survey conducted every 4 years on behalf of the Spanish Ministry of Health, Social Policy, and Equality. The fieldwork was performed by the National Statistics Institute (Instituto Nacional de Estadística) between June 2006 and June 2007. Multistage stratified sampling was conducted, with the first-stage units being census tracts and the second units being the main family households. Within each household with children or adolescents (aged 0-15 years), 1 was randomly selected for the Children' s Questionnaire. The sample is independent and representative of each autonomous community (an organizational division of the Spanish territory) and is not proportional; hence, the results were weighted to obtain national indicators.
The information was collected by personal interview. The ideal respondent for the Children' s Questionnaire was the person best informed about matters related to the child' s health and health care, usually the child' s mother or father.
The sample size for the total ENSE was estimated at 31 300 households, distributed in 2236 census tracts. The response obtained was 96% of the theoretical sample (including 31% of substitutions) and was .90% in all the autonomous communities. The methods used by ENSE and the database can be accessed through the Web site of the Ministry of Health, Social Policy, and Equality. 27 The current study includes a sample of children and adolescents aged 4 to 15 years in the mental health study and a population aged 8 to 15 years in the HRQoL study.
Study Variables
The dependent variables were mental health and HRQoL of the pediatric population. Mental health was assessed by using the parents' version of the Strengths and Difficulties Questionnaire (SDQ). 28 The SDQ is a 25-item questionnaire that detects probable cases of mental disorder and behavioral disorder in children and adolescents aged 4 to 16 years. It includes 5 scales, containing 5 items: 4 scales measure negative aspects of mental health (emotional symptoms, behavioral problems, hyperactivity, and peer problems), and the single prosocial conduct scale records positive behavior. Each item has 3 possible responses (not true, somewhat ARTICLE true, or certainly true), and scoring is from 0 to 10. The sum of the scores on the 4 scales related to negative aspects yields the Total Difficulties Score (TDS-SDQ), with a range of 0 to 40. The higher the TDS-SDQ score, the poorer the child' s mental health is. 29 Evaluation of HRQoL used the shortest parent-reported version of the KIDSCREEN (KS) instrument, the KS-10 Index. KS is a generic HRQoL questionnaire that has been transculturally developed in 13 European countries for the population of children and adolescents aged 8 to 18 years. The instrument includes 3 versions: KS-52 (52 items and 10 dimensions), KS-27 (27 items and 5 dimensions), and the KS-10 Index, which contains 10 items that score as an index. 30 The validity and reliability of KS have been proven in the European population. [31] [32] [33] The questions on the KS-10 Index present a recall period of 1 week and a 5-point Likert response scale. In the current study, the version of the KS-10 Index from the European Eurobarometer study 34 was computed to facilitate comparison with that study and with future versions of ENSE. One of the KS-10 items has been replaced by a general health question, while maintaining the psychometric properties of the original version as much as possible. The modified KS-10 Index scores were transformed to a scale of 0 to 100: the higher the score, the better the HRQoL.
The independent variables analyzed included age (3 categories: 4-7, 8-11, and 12-15 years), gender, place of residence (17 autonomous communities and 2 autonomous cities analyzed jointly), place of birth (Spain or outside Spain), and family SES with regard to social class and maternal educational level. Social class was categorized according to the occupation of the home' s main wage earner based on the classification proposed by the Spanish Society of Epidemiology. 35 Social Class I includes managerial and senior technical staff and liberal professionals; class II includes intermediate occupations and managers in commerce; class III includes skilled nonmanual workers; class IV includes skilled (IVa) and partly skilled (IVb) manual workers; and class V includes unskilled manual workers. For the study analysis, social classes were grouped into 3 categories: I + II (advantaged), III (middle), and IVa + IVb + V (disadvantaged). The educational level referred to the highest level of schooling completed by the mother, categorized into 3 groups: primary school or less, secondary school, and university degree. The family structure was included in the analysis (single-parent family, 2-parent family, or other), as well as the number of family members: 2 to 3, 4 to 5, or .5 members. The variables related to health and the use of health services included activity limitations (yes/no) in the 6 months preceding the interview, declaration of any chronic condition (yes/no) by using a list of relatively common chronic diseases occurring in the pediatric population, and hospitalizations (yes/no) in the previous year. Lastly, a single question on perceived discrimination was included, asking whether the child had experienced discrimination owing to his or her gender, ethnic group, country of origin, social class, or religion.
Statistical Analysis
Mean scores on the TDS-SDQ and modified KS-10 Index were calculated for the overall sample and for each category of the independent variables and were compared by using the t test or analysis of variance, depending on the nature of the variable. To facilitate interpretation of the scores, effect sizes between groups divided according to education level and social class were calculated for the TDS-SDQ and the KS-10. Effect sizes of 0.2-0.5, 0.51-0.8, and .0.8 were considered small, medium, and large, respectively. 36 To analyze the influence of context variables on mental health and HRQoL, we had contemplated the use of multilevel analysis, considering the autonomous community of residence as level 2; however, after building the respective empty models, the intraclass coefficient was found to be ,3%, and the multilevel approach was rejected. Poisson regression models were used to analyze associations of maternal education level and social class with mental health and HRQoL in the overall sample, because it was the method that best fitted the outcome variables. The final models were adjusted by progressively including variables that were statistically significant in the bivariate analysis while following the proposed conceptual model. That is, the basic (crude) models were initially calculated, and subsequently, the sociodemographic, family, and discrimination variables were included. Health status variables were excluded in the adjusted models for HRQoL. Statistical significance was set at 0.05. To achieve sample representativeness to national and regional levels in the results, weights were used for each individual. Statistical analyses were performed with SPSSversion 18 forWindows (SPSS Inc, Chicago, IL) and the Stata module to estimate variance of complexsample survey data (version 11; Stata Corp, College Station, TX).
RESULTS
A total of 6414 children and young adolescents aged 4 to 15 years were included in the mental health analysis (93.8% of the sample), and 4446 aged 8 to 15 years were included in the HRQoL study (94.8% of the sample). The characteristics of the sample are shown in Table 1 . The sample was mainly composed of young people born in Spain (90.3%), living in 2-parent families (89.9%), in social class IV to V (51.6%), and with a secondary school maternal educational level (45.4%). Mean score was 9.38 (SD, 5.84; interquartile range: 5.0-13.0) on the TDS-SDQ and 85.21 (SD, 10.73; interquartile range: 80.0-92.5) on the modified KS-10 Index. Several statistically significant differences were found for mental health and HRQoL in the bivariate analysis (Table 2) .
Effect sizes for mental health and HRQoL according to the family level of education and social class are shown in Table 3 . The largest effect size for TDS-SDQ scores was observed between children from families with a primary level of education and those from families with a university degree (0.52).
The multivariate analysis of mental health and HRQoL is shown in Table 4 . There was a statistically significant social gradient for mental health in both maternal level of education and social class. Higher scores (poorer mental health) were seen in children from more disadvantaged families: children of mothers with a primary school education (odds ratio [ 
DISCUSSION
In this study, a social gradient was found forchildhood mental health according to the maternal education level and family social class. Children born to disadvantaged families presented poorer mental health. This social gradient was not found for HRQoL; however, children from families of social classes IV to V showed slightly poorer HRQoL scores than their counterparts from more advantaged classes. The minimal differences in HRQoLaccording to social class, although statistically significant, do not seem to be relevant from the clinical and epidemiologic viewpoints.
The mental health results found in this study are in keeping with those of previous European and international studies. 1, 12, 14, 16 The youngest children and those from single-parent, immigrant, and disadvantaged families had worse mental health scores. Similar findings were obtained in the recent Catalan Health Survey, 37 which also showed a clear social gradient as determined by family social class and mother's educational level. The adult population in families with a low level of education or disadvantaged social class presents higher morbidity rates and chronic physical and mental conditions. 38 These circumstances could limit their economic resources and the available time for parenting activities and caring for their children. 39 The lower income might also limit the children' s access to educational and social activities.
Effect sizes found for the association of maternal level of education and social class and mental health were low to moderate, although they represent at least the minimal important difference according to international consensus. 36 Moreover, policy makers and clinicians should be aware of the magnitude of social inequalities in mental health. The mental health of .1 million Spanish children aged 4 to 15 years would improve by a medium to large difference on the TDS-SDQ (effect size, 0.52) if they achieved the same mental health status as children from families in the highest educational category.
With respect to HRQoL, the results of this study concur in great part with those reported by other authors 21, 34, [40] [41] [42] [43] ; however, we found minimal differences in HRQoL according to social class and no differences according to maternal education level. The absence of differences according to maternal level of education found in the current study may be partly explained by differences in the study methods and instruments used. 43 investigated HRQoL in 7 European countries in a sample with a greater representation of adolescents, using the full self-administered version of the KS (KS-52) and the Family Affluence Scale, in addition to educational level. All these studies reported a socioeconomic gradient in the HRQoL of children and adolescents. The differences relative to the current study may have also originated in part from our use of parent proxy-reporting for the child' s HRQoL. It is known that agreement between parents and children is lower when subjective aspects, such as well-being, are being assessed than when more observable aspects are analyzed, such as behavior. The childhood living conditions could be another factor related to the absence of social gradients in HRQoL documented in the current study, and, to some extent, the characteristics of the Spanish health care system. Health care in Spain is financed by taxes and provides universal coverage to the population. Although several social inequalities persist, as is also the case in Northern European countries, health care accessibility would be less unequal than in countries such as the United States, for example, where 13% of uninsured children with serious mental health problems are more prone to present unmet needs and poorer health outcomes than their insured counterparts. 15, 16 One of the main limitations of this study, as was mentioned, is that the information was obtained from the child' s main caregiver, which could imply reporter bias. Nonetheless, in surveys on health in children, it is a universally accepted practice to collect information from the main caregiver, usually the child' s mother. Another limitation derives from the cross-sectional design of the ENSE, which does not allow directionality to be determined in the associations found.
The regression models showed acceptable fit, although there were only marginal differences between the basic (crude) models and the adjusted models. This fact could be related to the independent effect of social determinants on child mental health. Confounding and interaction effects were ruled out. The inclusion of other variables that were absent in this study, such as parental psychiatric morbidity, may improve these models and should be considered in future studies. Finally, although differences were found in mental health and HRQoL according to gender in the current study, these differences seemed to have no influence on SES inequalities.
One of the strengths of the study resides in the use of reproducible and comparable instruments and survey methods. Mental health and HRQoL were assessed with the parents' version of the SDQ and KS-10, respectively. Both instruments are well recognized and widely used internationally, so the study can contribute to international research by enabling comparisons with results from other countries.
Future studies should address the mechanisms producing these social inequalities in health. The addition of sections on mental health and HRQoL in the ENSE Children' s Questionnaire provides a valuable resource for comprehensive monitoring of health in the target age group. Detection of poor scores could alert to a loss of health (physical, mental, and social) and enable implementation of measures to avoid health problems later in life. It will also facilitate evaluation of the policies needed for an effective approach to the social gradient in mental health, by early interventions on the social environment closest to the child.
CONCLUSIONS
This study is the first nationwide one developed in Spain investigating mental health and HRQoL in children and young adolescents. The risk factors and social gradient related to mental health coincide with the data obtained from other Western countries: poorer mental health scores are seen in young people belonging to underprivileged families. No social gradient was found for HRQoL, although children from families in disadvantaged social classes had slightly poorer HRQoL scores than their counterparts from more advantaged classes.
